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The principle object of this paper is to present 
a summary of those therapeutic measures, both 
medical and surgical, which have proved of real 
value in my practice. Although based upon the 
experience of the individual surgeon as obtained 
from a series of cases occurring in his private 
practice, it is quite as much derivative as it is 
original, for the reason that knowledge of the 
methods essayed has been secured from numer- 
ous and diverse sources. That certain methods 
have been discarded, others modified, and a few 
devised, is not surprising in view of the circum- 
stance that a period of sixteen years has elapsed 
since the first patients in the series, numbering 
upwards of 300 in all, came under observation. 

It is deemed advisable to make both anatomi- 
cal and pathological classifications of the disease 
in order to facilitate an intelligent presentation 
of its treatment. Anatomically, those organs 
susceptible of infection are considered with ref- 
erence to their location within or without the 
pelvis. Under the first heading comes the vulva, 
the urethra and its glands, Bartholin’s glands, 
the vagina and the cervix uteri; under the sec- 
ond, the body of the uterus, the Fallopian tubes, 
the ovaries, the pelvic peritoneum, and the blad- 
der. Pathologically the lesions produced are di- 
vided into acute, subacute and chronic. 

Proceeding in accordance with this classifica- 


tion, the treatment of gonorrhea in the female 


will be discussed in the following order: 
1. Acute and subacute infection of the extra- 
pelvic organs. 
2. Chronic infection of the extrapelvic organs. 
3. Acute and subacute infection of the intra- 
pelvic organs 
4. Chronic infection of the intrapelvic organs. 
The different groups will be taken up seratim. 
Concerning the class of cases in the first 
group,t there are just a few points to which I de- 
 tRead before the Philadelphia Genito-Urinary Society, November, 


1922, in a symposium on Neisserian infection. 
*Discussed by another reader in the symposium. 
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sire to call attention. The first is that in private 
practice a relatively small number of these cases 
are seen. This circumstance may be accounted 
for in a number of ways. At many times the in- 
itial symptoms will be subacute rather than acute 
and are considered inconsequential until the in- 
fection has been conveyed to a male friend. No 
doubt many. such women are treated by family 
physicians or by general practitioners in their 
neighborhood. There were three patients in this 
group who did not take any treatment whatever 
until an abscess of Bartholin’s gland had formed. 

In these cases of subacute infection the trouble 
will generally be found in the urethra and the 
cervical canal. I shall leave further considera- 
tion of these acute casest and pass to Group 2, 
that is, chronic infection of the extrapelvic or- 
gans. 


Group 2. The number of patients in this group, 


namely, those having chronic lesions of the ex- 


trapelvic organs, is larger than the number who 
have presented themselves during the acute 
stages of the disease. Some of them have had 
associated intrapelvic lesions, and a few had al- 
ready been subjected to operation for removal of 
diseased intrapelvic structures, the infection hav- 
ing persisted either in the cervix or in Bartho- 
lin’s glands. Let us consider treatment of the 
chronic extrapelvic lesions. First among their 
number, at least in my experience, has been en- 
docervicitis. For its subjugation a variety of 
measures have been tried. In some cases the 
persistent application of such remedies as silver 
nitrate in 25% solution, mercurochrome, and the 


‘various iodine preparations has given satisfac- 


tory results. A very good preparation for use 
in these cases is iocamphen, a combination of 
iodine, camphor and phenol. Another time- 
honored mixture is a saturated solution of iodine 
crystals in 95% phenol. It is essential to get 
all of the mucus out of the cervical canal before 
applying the strong chemical. For that purpose 
Heineberg’s solution of salt, borax and bicarbon- 
ate of soda has been found most satisfactory. 
All accumulated vaginal secretions are first 
washed away, after which the cervical canal is 
cleared of mucus by means of cotton-wound 
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probes dipped in the solution. It is then dried 
and the chemical is applied on a flexible copper 
probe properly bent and closely covered with cot- 
ton. It is advisable to use a roughened probe in 
order to keep the cotton from slipping. 

It has long been my custom to have the patient 
use a vaginal suppository of protargol 2% in a 
gelatine and boroglyceride base on the days when 
treatment is not given at the office. She is di- 
rected to insert it at bedtime, and if she is intel- 


_ ligent enough and has the facilities, she is al- 


lowed to take a copious douche of hot potassium 
permanganate solution, 5 grains to two quarts, 
the following morning. A douche given by physi- 
cian or nurse after the posterior vaginal wall has 
been retracted with a Sim’s speculum is, without 
doubt, beneficial, inasmuch as it thoroughly 
washes away accumulated secretions and_ bathes 
the parts with hot medicated fluid. As used by 
the average patient it is of little value, and if suf- 
ficient gentleness, as well as cleanliness in car- 
ing for the utensils, be not employed, it may 
prove harmful. 

Some refractory cases of endocervicitis have 
been treated successfully as follows. Under nit- 
rous oxide anesthesia the cervical canal is dilated 
and thoroughly scraped out with a sharp curette. 
Then it is cauterized with the electric cautery 
and a Wylie drain is inserted and left in place 
for a week. This treatment is a modification of 
one described some years ago, with repeated 
treatments in the office. I have endeavored to 
make a clean job of it at a single sitting. There 
are certain details about this little operation that 
are important. First, the uterine cavity is not 
entered. Second, before the cautery is applied, 
bleeding from the cervical canal is stopped by re- 
peated mopping with cotton held iy uterine for- 
ceps. Third, the tissues are burned in lines by 
using the narrow edge of the cautery instead of 
Thus strips of uncau- 
terized tissue alternate with cauterized strips. 
Fourth, a drain is used to insure free exit for 
blood and tissue debris. Cases that had proved 
intractable were cured by this procedure. Two 
married women who had been sterile for three 
and seven years, respectively, conceived a few 
months after their cervical discharge had been 
cleared up by this operation. Both went on to full 
term and bore healthy children. Both had been 
infected by their first husbands, whom they very 


wisely divorced. It is hardly necessary to state 


that this operation should never be performed 
upon patients in whom the Fallopian tubes are 


involved unless the abdomen is to be opened im. 
mediately thereafter and intrapelvic lesions given 
proper treatment. Moreover, it is never to be 
performed in acute endocervicitis. Copious hot 
douches of normal saline or weak potassium per- 
manganate solution are given daily for a few 
days after the Wylie drain is removed and the 
patient is also allowed to use them herself twice 
or three times a week for a month or two after 
the operation. 

Chronic vaginitis has not been a very uncom- 
mon complication. In many cases I believe it 
was produced by repeated douching with strong 
chemical solutions. I have seen it result from 
the prolonged use of strong salt solution, as well 
as from bichloride of mercury and phenol prep- 
arations. Patients will often use a tablespoonful 
of salt to a quart of water. In such cases the only 
treatment required is discontinuation of the 
douches. 

Mild inflammation of the vaginal walls prob- 


ably resulting from irritating cervical discharges 


has been treated satisfactorily with 20% argyrol. 
Severer grades of inflammation have required 
applications of silver nitrate solution, 10%. 

Chronic bartholinitis is another complication 
which has been met, though not as often as one 
might expect in view of the frequent involvement 
of the glands in the early stages. It has been 
treated by injecting the gland through the duct, 
splitting the duct open, or dissecting the gland 
out in its entirety, the last mentioned procedure 
being the one of choice. In one case a gland, long 
occluded, underwent cystic degeneration, so that 
an extensive dissection was required for its re- 
moval. 

Before proceeding to the next group of cases, 
it may not be amiss to consider the prognosis in 
these chronic infections of the extrapelvic or- 
gans. If the focus of Neisserian infection can be 
located, its eradication is not so difficult as it 
might casually appear to be. Much time may be 
wasted with indiscriminate treatment, whereas, 
if the focus can be found, its eradication can 
often be quickly effected. 

Another matter of interest is the degree of in- 
fectiousness in these cases. In many of them re 
peated examinations of smear or cultures fail to 
show the presence of the gonococcus. Notwith- 
standing that circumstance the organism is pres 
ent somewhere in the tissues, as proved by the 
development of gonorrhea in some of the mef 
who cohabit with such patients. A number of 


men may escape infection and a number of others 
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may contract it. In such cases I believe that the 
gonococcus is located more frequently in the tis- 
sues of the cervical canal than elsewhere, al- 
though Bartholin’s glands probably harbor it in 
many cases. 

Group 3. Acute infections of the intrapelvic or- 
gans. These complications may develop during the 
acute or chronic stages of extrapelvic inflamma- 
tion and may involve either the urinary or geni- 
tal tract. A woman affected with chronic ureth- 
ritis, bartholinitis, or endocervical discharge 
which runs down and wets the vaginal outlet and 
contiguous parts, may develop an acute cystitis 
colli which, however, is not caused by the gono- 
coccus itself, according to the bacterial findings, 
but by the organisms of secondary infection. If 
this complication can be treated early, the patient 
can usually be promptly relieved. A few irriga- 
tions of silver nitrate solution varying in strength 
from I to 5,000 to I to 1,000 will clear up the 
symptoms. The more severe the inflammation, 
the weaker should be the solution employed. I 
have seen only a few cases in which the inflamma- 
tion was so acute that local treatment was contrain- 
dicated. It is not necessary to distend the blad- 
der in these cases as the inflammation is confined 
to the vesical neck. Three or four ounces of fluid 
will suffice to bathe the trigonum and the area 
behind it. 

A mixture that has given the patient relief in hy- 
peracute cases in which it was deemed advisable to 
postpone local treatment, is one composed of potas- 
sium acetate, sweet spirit of nitre, tincture of hyo- 
scyamus and fluid extract of buchu. In the subsid- 
ing stages copaiba has proved beneficial. One un- 
usual case in the series was that of a pure staphylo- 
coccus cystitis which promptly yielded to an auto- 
genous vaccine prepared by Dr. Rosenberger. 

Chronic trigonitis, troublesome and often intract- 
able, may be the secret of uncured or recurrent 
cystitis colli. Fortunately, I have had only a few 
cases in this series to deal with. I shall deviate from 
my classification just long enough to mention them. 
They were treated by instillations of strong silver 
nitrate solution. It was not found necessary to cau- 
terize the trigonum through the endoscope or 
cystoscope. 

Extension of infection from the cervical canal to 
the body of the uterus and Fallopian tubes is the 
Most dangerous intrapelvic condition that compli- 
tates or follows gonorrhea. There are very few 


data at my disposal that would enable me to discuss 
acute endometritis and acute metritis apart from 
acute salpingitis, for the reason that the greater num- 


ber of patients in whom the infection passed beyond 
the cervical canal had developed salpingitis when they 
came under treatment. Occasionally a patient has 
complained of bearing-down pain, increased dis- 
charge, and constitutional disturbance. Upon ex- 
amination some fixation of the uterus has been 
found, although involvement of the tubes had not oc- 
curred. In such cases it has been assumed that the 
infection had passed beyond the cervical canal and 
that it probably will eventually extend to the tubes. 

The three cardinal symptoms of tubal involvement 
are sharp pain in the lower part of the abdomen, 
tenderness and rigidity over the painful area, and 
fever. Signs of peritoneal irritation soon develop, 
so that there is always some distension within a few 
hours after the onset of the attack. Nausea and 
vomiting are concomitant symptoms. 

The treatment of this condition is palliative. By 
keeping the patient in bed, applying ice to the abdo- 
men, restricting the diet, purging gently with saline 
laxatives and giving hot rectal injections, one may 
at least hope that the inflammatory process will un- 
dergo resolution, instead of progressing to suppura- 
tion. An initial attack of suppurative salpingitis 
never requires immediate surgical treatment unless 
the infection is of the fulminating type and passes 
rapidly from tube to general peritoneal cavity, there- 
by giving rise to general peritonitis. Operation after 
the subsidence of an acute attack is the method of 
choice in the average case. 

Will an attack of acute gonorrheal salpingitis sub- 
side and leave the patient untroubled afterwards? I 
believe that such an outcome is possible, but that it 
is rare. One young woman who suffered from un- 
mistakable tubal involvement got better, remained 
free from pelvic symptoms, married and gave birth 
to two children. It was quite likely that one tube 
escaped inflammation. Certainly sterility follows 
occlusion of both tubes. Thickened occluded tubes 
are the usual sequel of repeated attacks of inflamma- 
tion in those women who escape the formation of 
pyosalpinx or tubo-ovarian abscess. Many women 
so affected go on year after year suffering from 
varying degrees of ill health according to the reac- 
tion which the diseased, non-functioning tubes and 
the associated uterine lesions produce upon their 
nervous system. 

Thus we pass in our classification from Group 3 
to Group 4. Recurrences are the rule and pyosal- 
pinx, pelvic peritonitis and tubo-ovarian abscess are 
in store for the majority of women in whom the 
gonococcus passes from uterus to tube. The recur- 
rent attacks stimulate the first acute attack and 
should be treated in the same manner, removal of the 
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diseased appendages never being indicated during an 
acute exacerbation unless general peritonitis super- 
venes. If sufficient leakage should take place to 
produce an abscess in the recto-uterine pouch, the 
pus should be evacuated by the operation of posterior 
colpotomy. Some patients thus treated have been so 
comfortable that they have refused a secondary ab- 


dominal operation for the removal of any remnants. 


of diseased structures. 

When shall we do an abdominal operation in these 
cases of recurring pyosalpinx? Not until all the 
acute symptoms have subsided and the patient feels 
well. Before opening the abdomen after an acute at- 
tack, I always like to have the patient menstruate in 
order to determine how much disturbance will be 
brought about by the natural congestion of the pelvic 
organs. Sometimes she will suffer considerably for 
a few days; at other times great relief will be af- 
forded by establishment of the catamenia. Many 
patients will miss one or two periods after an attack. 

There is no branch of major surgery in which 
better results are uniformly obtained than in this 
one. Patients who are invalids, whose nerves have 
been racked by pain, who are anemic from metror- 
rhagia, who are emaciated as the result of prolonged 
low grade sepsis can be restored to health by opera- 
tion. Naturally, proper nursing and a hygienic regi- 
men afterwards are necessary for the accomplish- 
ment of complete cure. 

I shall not enter into any detailed discussion of 
surgical technic,—just a few points will suffice. I 
always ‘try to leave a piece of ovary. I have also 
left the uterus sometimes when it would have been 
technically easier to take it out. The less traumat- 
ism inflicted in these cases, the better are the chances 
of recovery, and I believe that opening the lower 
part of the broad ligaments and section of the va- 
_gina increase the risk. 

Generalized peritonitis demanding immediate 
operation was present in two cases in the series. In 
one it was due to spontaneous rupture of a pyosal- 
pinx into the general peritoneal cavity. That case 
was reported in 1909.. 

Treatment of chronic sacto-salpinx purulenta is 
solely surgical, the patients affected with it having 
gone through the acute stages and not being nearly 
such bad surgical risks as those in the class just dis- 
cussed. 

What shall be the treatment of those women who 
_ have escaped extensive suppuration, but still suffer 
from ill-health due to occluded adherent tubes, who 
may possibly have a hydrosalpinx, who have chronic 
endometritis and metritis.? If there are any means 
by which a general rule for the management of these 


cases can be formulated, I have been unable to de. 
termine them. Each patient will have to be treated 
individually and certain conditions other than those 
of morbid anatomy will have to be taken into cop. 
sideration in arriving at a conclusion. Some well- 
to-do patients have been treated by palliative meas. 
ures for conditions which would have made opera- 
tive treatment preferable had they been of the work- 
ing class. Palliative measures consist in the use of 
boroglyceride or ichthyol tampons, copious hot 
douches of salt solution or weak antiseptics, regula- 
tion of the bowels and other general therapeutic 
measures. 

Surgical treatment that has given me fairly sat- 
isfactory results in every case in which it had been 
tried, comprises thorough curettage, correction of 
any deviation in the position of the uterus, the break- 
ing up of pelvic adhesions and the removal of thick- 
ened, occluded and distorted tubes. I have done 
salpingostomies in these cases a few times. In no 
instances, however, have these patients subsequently 
become pregnant. 

With regard to other complications there is very 
little to be said. None of the patients developed 
gonorrheal septicemia. There was only one case of 
joint involvement. There was also only one of tendo- 
synovitis. Likewise, there was only one case of vul- 
vovaginitis, the patient being a child of eight years 


of age. Multiple condylomata were removed from 


one patient by cutting them away and touching the 
bases with trichloracetic acid,—that was before the 
days of fulguration. In four other cases a few 
condylomata have been fulgurated in the office. One 
woman, apparently well, gave birth to a child whose 
eyes were affected. Two women who had beet 
operated upon subsequently were subjected to an- 
other operation for ectopic pregnancy. One had 
been subjected to unilateral salpingectomy ; the other 
had been subjected to cauterization of the cervix, 
breaking up of pelvic adhesions and appendicectomy. 


OPERATIONS FOR STERILITY AND DYSMENORRHEA. 
There is no class of gynecological cases which has 
received such empirical and random treatment 3 
those of dysmenorrhea and sterility. Each group of 
men has developed and performed operations 
on a few scientific principles with utter disregatd 
of the developmental processes. Until we all appre 
ciate what the effect of arrest or higher activity of 
the internal glandular secretion means, it would seet! 
almost impossible to apply operative procedures fot 
the correction of these congenital deformities.— 
Freverick C, Hoipen in the American Journal of 
Obstetrics. 
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EXTERNAL HEMORRHOIDS. 


Cuartes J. Druecx, M.D., 


Professor of Proctology at the Post-Graduate Medical 
School and Hospital. 
CHICAGO, 


External hemorrhoids are divided into the throm- 
botic, cutaneous and varicose varieties. In appear- 
ance they are very different, but in reality they are 
but different stages of the same pathological con- 
dition. 

THroMBoTIC HermorruHoips (fig. 1). The pa- 
tient’s story of a thrombotic pile is usually some- 
thing like this: .He was previously perfectly well, 
but during violent coughing, heavy lifting or at stool, 
either straining or after wiping himself. rather harsh- 
ly, he felt a twinge or sting at the anus and a sen- 
sation that something gave way; since then he has 
suffered a sharp, continuous pain, as though a for- 
eign body were caught in the grasp of the external 
sphincter. He also suffers frequent spasmodic con- 
tractions of the sphincter. 

A swelling, varying in size from that of a pea to 
that of a cherry, is found situated at the anal margin 
its inner border extending into the canal, and its 
outer margin extending beneath the skin covering 
the external sphincter. 

This is a thrombotic hemorrhoid and to the touch 
it feels like a bullet under the skin or an enlarged 
lymphatic. It is usually single, but it may be mul- 
tiple. This condition, found elsewhere on the skin, 
would be called a blood blister. It is an extravasa- 
tion of blood from a ruptured vein into the soft folds 
of the skin about the anus.’ The blood poured into 
the tissue distends the skin into an oval-shaped tu- 
mor that is livid or bluish in color. The color of the 
tumor varies with the depth from the surface at 
which the clot is placed. If the blood is extravasated 
just under the superficial skin the tumor will be 
purplish blue, but if it lies deep, with considerable 
tissue over it, there may be little change in the ap- 
pearance of the skin other than glistening tension. 

The ruptured vein becomes a sack containing the 
dotted blood. The thrombotic hemorrhoid develops 
suddenly. The pain is sharp and. lancinating, al- 
though varying somewhat with the amount of dis- 
tention and the presence of inflammation in the tis- 
sues. Defecation is exceedingly painful and is in- 
complete because of the spasm of the sphincter, and 
the levator ani. 

Self-examination and attempts to force the tumor 
within the anal canal excite the sphincter and in- 
creases the suffering. This pain continues uninter- 
tuptedly until the tension of the skin is relieved or 
the clot is expelled. 


The diagnosis is easily established by inspection 
of the parts. The small, sharply circumscribed, 
bluish tumor at the anal margin is very characteristic. 

If two tumors exist, they are, as a rule, close to- 
gether. Sometimes several clots may be found in a 
single tumor. 

If left untreated the thrombotic hemorrhoid fol- 
lows one of two courses: (1) As the blood clots and 
the serum gradually absorbs the tumor diminishes in 
size, the tension is relaxed and the pain and dis- 
comfort lessen. Ina week or ten days the symptoms 
disappear, provided there is no inflammation or ab- 
scess development. As the serum of the clot and the 
edema of the surrounding tissues are absorbed the 
pile assumes a different appearance and is known as 


‘a cutaneous hemorrhoid. This condition will be de- 


scribed presently. (2) If not, opened surgically the 
thin wall over the clot may slough and the thrombus 
be extruded, unless infection occurs. 


Thrombotic hemorrhoid. The vein has ruptured and the 


Fig. 1. 
clot is partly extruded 


If infection occurs in the thrombus of the pile the 


clinical course will be different. In a few days an 
abscess will develop and open spontaneously if not 
incised by the surgeon. Sometimes very large ab- 
scesses result from this type of hemorrhoid. A little 
blood and pus will be discharged and instant relief 
be afforded. In very rare instances calcification of 
the clot has occurred and has been described as an 
anal concretion. 

Treatment of Thrombotic Hemorrhoids: The 
treatment of thrombotic hemorrhoids is simple and 
very satisfactory, is performed under local anes- 
thesia, and relieves the patient instantly. 

The patient is placed in the lateral position on the 
same side as the tumor to be incised or in the litho- 
tomy position, with the limbs well drawn up. After 
carefully cleansing the field, a drop of carbolic acid 
is applied to the skin at the base of the pile to anes- 
thetize and sterilize the point of introduction of the 
needle. Procaine is the best drug for local anesthesia. 
It is about one-seventh as toxic as cocaine and when 
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combined with adrenaline chloride solution, 1-1000, 
its absorption is retarded, thus materially increasing 
the degree and duration of anesthesia. I use ten parts 
of adrenaline solution to 90 parts of the procaine 
solution. The base of the tumor having been de- 
termined is kept in mind or may be marked with 
nitrate of silver and the anesthetic mixture, freshly 
made, is infiltrated, beginning at this point. The hy- 
podermatic needle should have a long, straight taper- 
ed, sharp point that it may be smoothly introduced 
into the skin, as otherwise it sticks in the outer skin 
and then jumps through; the patient then jerks away 
and one has to begin again. The oblique portion of 
the needle’s point is laid‘on the skin at the point for 
the first injection. The integument is drawn tense 
and by moving the fingers only the needle is pushed 


Fig. 2. The left index finger within the rectum steadies the hem- 
orrhoid while it is transfixed and split with the bistoury. 


steadily in until its mouth is buried in the tissues. A 
few drops of the solution are injected and a welt 
arises in advance of the needle. The needle is now 
pushed into the welt, still keeping it in a plane paral- 
lel to that of the tissues and another welt is formed. 
In this manner the line that marked the base of the 
pile is followed around the tumor. The needle is 
then carried deeper and the process continued be- 
cause not only must the hemorrhoid be anesthetized, 
but also its base and the tissues underlying so that 
the patient may not experience pain. Filling the 
tumor with procaine solution raises the tumor and 
places the base of the pile above its former level, but 
this is the line of incision and the tissues return to 
their former position when the fluid has been ab- 
sorbed or has flowed out. 

The finger of the left hand, well lubricated, is then 
introduced into the rectum to steady the tumor and 
render it more prominent. The tumor is then trans- 
fixed in a radial direction with a sharp-pointed bis- 
toury entered at and passing through the base, split- 
ting the tumor in two, (fig. 2). This incision should 


radiate from the anus because a scar one inch long at 


the anus in any other than a radiating direction will, 


by constant contraction, make a skin fold which wil] 
be dirty and troublesome later. The skin usually re. 
tracts immediately from the knife and the clot pops 
out, accompanied by slight hemorrhage. Care must 
be taken to split the whole tumor, and not merely the 
top. If the clot is not expelled spontaneously it 
should be picked out with forceps, but not squeezed 
out, as that produces traumatism, breaks up the clot 
and increases the danger of emboli. After the prin- 
cipal clot has been removed a search should be made 
for smaller clots. If the patient will strain down 
during the cutting it fixes the perianal tissues and 
also assists in removing the clot. When the clot is 


Fig. 3. The wound is lightly packed with gauze to prevent the 
edges from glueing together. 
removed one will notice an oozing from one or both 
ends of the vessel, and therefore the pile cavity must 
be packed firmly with gauze soaked in 1-1000 adren- 
aline solution to stop the hemorrhage and prevent 
the severed edges falling in and glueing together 
(fig. 3). If this should happen the sack would re- 
fill and the pile return. The wound is then dressed 
with a soothing ointment, a compress and a T-band- 
age. The patient should remain recumbent the bal- 
ance of the day or lounge about his house. In twelve 
hours remove the gauze, but do not use force, as that 
causes needless pain and hemorrhage. Soak it for 
several minutes and it will fall out. If the bleeding 
still continues, repack; but usually the edges have 
retracted, leaving a shallow wound which heals in a 
few days. The radial folds come together and close 
the wound. 

The regular evacuations of the bowels should not 
be interfered with, but after each defecation the 
anus should be carefully cleansed with plenty of 
warm water. Dress the wound each day to see that 
no feces lodge to irritate and infect. 
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This is a simple operation, but gives universally 
good results and nothing else does; it is, therefore, 
the only treatment. There are two things one must 
not do. (1) Do not simply puncture the hematoma. 
That allows a few drops of blood to escape and re- 
lieves the pain for an hour or so; then the sack re- 
fills and the pain recurs. (2) Do not apply a leech 
because it is dirty and may protract the oozing sev- 
eral days, which is both annoying and exhausting. 
Often the patient does not consult the doctor until 
the clot has been absorbed or expelled or infected 
and there remains an hypertrophied teat of skin 
which we know as a cutaneous hemorrhoid. This 
may also happen unless the wound is well packed. 
I never suture the wound because the sutures pinch 
and annoy the patient. 

If the tumor is large it had better be excised be- 
cause there is not sufficient drainage following in- 
cision and the cellular infiltration that is left will re- 
sult in permanent skin tabs which render cleanliness 
difficult and al-o predispose to future attacks. 


The whole tumor should be anesthetized as has 
just been described for incision. The pile is then 
lifted up from its base with a pair of tissue forceps 
and the tumor is removed with curved scissors. Hot 
compresses are now applied to check the hemorrhage 
and when all bleeding has ceased, which may require 
fifteen minutes, the wound edges should be carefully 
approximated or sutured with fine catgut. 

Palliative Treatment: If our patient refuses sur- 
gical procedure, palliative treatment will be success- 
ful, provided the skin over the extravasation is not 
tense or inflammation has not supervened. The 
bowels should be kept open (ensuring one or two 
evacuations each day) and the following lotion 


Glycerin 

Plumbi subacetatis ............ aa 3 ss 
3i 
Aquae 5x 


should be constantly applied to the anal region on a 
compress held in place by a T-bandage. This ap- 
plication should be renewed every two hours dur- 
ing the first three days and every four hours subse- 
quently. In about forty-eight hours after applying 
the lotion, the pain and discomfort disappear, but it 
requires three to five weeks for the clot to be com- 
pletely absorbed. 

Cutaneous HEemorruHorps (fig. 4). Skin tabs, 
called cutaneous hemorrhoids, connective tissue 
hemorrhoids, or fleshy piles are slightly thickened or 
sometimes much hypertrophied tabs of skin. When 
quiescent, the skin tab is distinguishable only as a 
redundancy of the anal folds which appears to be a 


normal condition in many people and in’ such cases 
calling these tumors hemorrhoids is a misnomer. 

Etiology: Cutaneous hemorrhoids result from 
continued inflammatory processes in and about the 
anus. 

(a) The most common antecedent is the throm- 
botic pile, since hyperplasia of the connective tissue 
remains after every such attack unless the pile is re- 
moved surgically. 

(b) Another frequent cause is the so-called senti- 
nel pile so often accompanying an irritable fissure. 
If this tab is left after the fissure is cured it will re- 
main indefinitely. 

(c) A third cause is the long-continued irritation 
of the anal tissues occurring with chronic discharges 
from such conditions as internal hemorrhoids, proc- 


Fig. 4. Inflamed cutaneous hemorrhoids. 


titis, anal and rectal ulcers, stricture and cancer. 
With all of these conditions the anus is kept moist 
and macerated and material collecting between the 
anal folds decomposes and becomes irritating. 

The presence of ctitaneous hemorrhoids always in- 
dicates the existence, either present or past, of other 
and perhaps serious disease within the rectum. 

Owing to its peculiar situation this type of hemor- 
rhoid is liable to frequent trauma from being sat up- 
on, and when inflamed comes to the attention of the 
rectal surgeon. It is also aggravated by improper 
diet, irregular habits and uncleanliness, and requires 
careful cleansing to prevent maceration, in which 
condition it emits an offensive discharge. When in- 
flamed it appears as a hard, edematous, tender mass 
at the anal margin varying in size from that of a pea 
to as large as the first joint of one’s thumb. It is ex- 
ternal to the sphincter, and if pushed within the anus 
it promptly prolapses, it is smooth and shining, 
covered with skin on the outside and perhaps mucous 
membrane on the inner side. It is necessary to re- 


cognize this form of hemorrhoid, as it is a connec- 
tive tissue tumor and not vascular. These tabs have 
been erroneously called condylomata. They may be 
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single or multiple, and in some cases completely hide 
the anus. Very often a fissure is found at the base 
of one of these hemorrhoids, caused by the dragging 
and abrading of the tag. These tumors represent 
nothing but chronic irritation about the anus, and are 
found in many forms of rectal disease. 

Symptoms: Many individuals go through life 
with these skin tabs without suffering, by being care- 
ful and cleanly in their habits.. However, the tabs 
are prone to become inflamed, especially if neglected. 
They are a frequent source of pruritis ani as well as 
a mental annoyance to the patient, and in such in- 
stances had best be removed. When inflamed they 
may be so extremely painful as to incapacitate the 
patient. They may be so swollen and tender 
that the sufferer can neither sit, stand or move 
about and is forced to remain in bed. Marginal ab- 
scesses and fistula are occasionally seen and the 
tumor remains larger after each inflammatory attack 
than it was before. 


The diagnosis may easily be made by inspection. 


Patients do not seek relief except when the tumors 
are inflamed and painful. At such time the tumors 
will be found firm and congested. 

Treatment: One important admonition is not to 
confuse this condition with that of prolapsed inter- 
nal hemmorrhoids, and under such mistaken diag- 
nosis to try to push the tab within the anus. Manip- 
ulation only causes increased pain and suffering and 
inflammation. Even if these cutaneous hemorrhoids 
are forced above the sphincter they will not so re- 
main because they belong outside. 

_The only curative treatment is radical excision, 
which is easily performed under local anesthesia, but 
requires close attention to minute details and careful 
consideration of the patient’s nervous temperament 
and personality. 

The technic of anesthetizing the hemorrhoid is 
identical with that of the thrombotic type previously 
described. After waiting ten minutes the tumor 
will be found to be thoroughly anesthetized and may 
be clipped off at the level of the line made at the be- 
ginning of the operation. One point to bear in mind 
is that if several tumors are to be removed care 
should be exercised to leave strips of healthy integu- 
ment between the various wounds for fear of undue 
contraction of the anal ring when healing is complete. 
Therefore the tumor should not be clipped off too 


close to the anal margin, but rather one-eighth of an 


inch above the bottom of the sulci on either side. 
This will allow the cut edges to fall together without 
causing contraction of the anal ring. If many of 
these tabs exist, only two or three of the most prom- 
inent should be removed at first, lest too great a 


cicatrization of the perianal skin result. Later, after 
these wounds have healed other tabs may be remoy. 
ed, if thought expedient. Sometimes a couple of 
bleeding points need to be picked up and the wound 
edges approximated with three or four No. 0 catgut 
stitches. A light absorbent dressing covers the 
wound. Each day this is removed, the parts douched 
with warm salt solution and fresh dressings applied, 
The parts must be washed after each bowel move- 
ment. The wound usually heals in about a week. In 
placing the stitches be careful that the edges are well 
coapted and no raw surfaces left, as such places are 
very painful and delay healing. If one of these spots 
is accidentally left it will cover with granulations 
which should be clipped off close to the surface. 


Occasionally patients seek relief from their suf- 
fering, but will not submit to even a trivial opera- 
tion, and for them our efforts are directed toward 
allaying the pain and reducing the inflammation. 


Palliative Treatment: With the patient lying on 
his side, an ice bag applied to the anus usually re- 
lieves the pain promptly, but it must be used guard- 
edly lest sloughing occur. Where edema is severe | 
prefer hot, moist gauze compresses changed fre- 
quently. After a few hours of this treatment the 
pain is relieved and then I apply every 2 hours a 
soothing ointment of 

Ung. belladonnae 


Any associated fissures, ulcerations or internal 
hemorrhoids that may be underlying factors should 
be treated. In any case the sphincters must be well 
dilated as part of any treatment for these inflam- 
matory hemorrhoids. 


Varicose ExtTerNAL Hemorruoips (fig. 5). 
These are dilated perianal veins forming the com- 
munications between the middle and interior hemor- 
rhoidal venous plexuses. This condition is due to 
difficulty in defecation, usually caused by hypertro- 
phy and irritability of the sphincters and is common 
in individuals who are constipated or who sit for long 
periods of time in one position. The constant strain- 
ing and tenesmus cause turgescence of the veins 
until they become permanently relaxed. Like vari- 
cose veins of the legs they sometimes become very 
large and form a hemorrhoidal ring about the anus. 
These piles will disappear under pressure and may 
therefore be mistaken for internal hemorrhoids. 
They are not hemorrhoids in a strict sense, but are 
varying degrees of fullness or swelling about the 
anus due to the unusually superficial location of the 
veins. 
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Symptons: These tumors begin insidiously and 
slowly develop. They never come on suddenly. 
There is no pain. The swelling is diffuse, not lobu- 
lated and easily outlined. The overlying skin is 
bluish. The only inconvenience is the swelling and 
a feeling of fullness at the anus. The patient’s usual 
complaint is of inability to completely relieve him- 
self when defecating ; there is considerable straining 
at stool and often several visits are made to the toilet 
before the feeling is relieved. He may even aid the 
expulsion by introducing a finger into the rectum. 
After each bowel movement there is a soreness or 
uneasiness of the rectum and a sensation of fullness 
at the anus and a dull sacral ache. 


Fig. 5. Varicosed external hemorrhoids which in their inflamed - 


condition may easily be mistaken for prolapsed internal hemorrhoids. 


Examination: With the patient on his side the 
perianal skin will be observed to be loose and redun- 
dant and the anal orifice firmly closed. If the patient 
is asked to strain or bear down, the anus becomes 
prominent and is forced down to the level of, and 
sometimes beyond, the plane of the ischial tuberosi- 
ties. The perianal skin becomes distended, creating 
a fullness all around the anal margin with the anal 
orifice forming the apex of the cone-like prominence. 

Upon digital examination the sphincters will be 
found hypertrophied and thickened and the rectum 
usually contains formed feces. It may be dilated, a 
condition known as ballooning of the rectum. In 
women the chronic distension of the rectum is a 
factor in producing a rectocele, which latter condi- 
tion should always be looked for in making a rectal 
examination (fig. 6). 

' These varicose hemorrhoids often complicate or 
are associated with internal hemorrhoids, and should 
in all instances be sought for. 

Treatment: These piles being the result of per- 
Nicious habits demand a correction of the underlying 
cause first. Constipation must be remedied, and pro- 


longed sitting or straining at stool discouraged. 

- In those cases where dry feces collect in the rec- 
tum much relief is obtained by injecting one ounce 
of olive oil into the bowel on retiring and retaining 
it all night. This will facilitate defecation. An en- 
ema at night is sometimes more convenient. The 
enema should be used to provide prompt evacuation 
and thereby avoid prolonged sitting at stool. One- 
half pint of cold tap water should be used and the 
enema held until urgent desire to evacuate is pro- 
duced. The individual should then remain at stool 
but a few minutes; only long enough to empty the 
sigmoid and rectum and allow the feces to come 
away easily. Following each defecation he should 


Fig. 6. Rectocele associated with hemorrhoids, In either condition 
constipation or, rather, ineffectual defecation is a major complaint. 


lie down on his side with the hips raised, and for five 

minutes apply cold cloths. Then the parts should be 

dried, and the following astringent ointment applied: 

Spread ointment on cotton wool and hold against 
the anus with a T-bandage. 

If this treatment is carried out at night, the pa- 
tient retires to his bed and obtains a long rest with- 
out interruption. 

Drastic cathartics are contraindicated and the 
evacuations must be kept soft without purgation. A 
diet of meat, fruit, fresh vegetables and whole wheat 
or rye bread should be prescribed. Often the sphinc- 
ter is spasmodically contracted and needs gradual 
dilatation. After each dilatation the whole anal 
region should be covered with the astringent oint- 
ment. 

Differential Diagnosis: External hemorrhoids 
have to be differentiated from several other local 
conditions. Polypi have smooth, elastic surfaces and 
are pyriform in shape and are attached by long, slen- 
der pedicles. Villous tumors have a broad base, 
slow growth, spongy feel, dark color and frequent 
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hemorrhages. Malignant growths appear in their 
early stage as hard nodules on the side of the rectal 
wall, which later become darker and break down, 
producing ulcers. At that stage the differential diag- 
nosis is easy. Venereal warts develop in large num- 
bers and in circumscribed locations. They are soft, 
pedunculated, fragile, bifurcated, dark in color and 
emit a disagreeable odor. 


THE USE OF COCAINE IN THE URETHRA* 
James A. GarpNeER, M.D. 
BuFFALo, N. Y. 


I have been stimulated to review the subject 
of local anesthetics used in the urethra because 
of the repeated questions of patients who ask 
“why are you able to treat me with so much 
less discomfort than Doctor Blank?” I have 
always kept in mind that very trite saying of 
Dr. Robert Taylor that, “if you can pass an in- 
strument with less pain than your neighbor, you 
get the patient.” No patient wishes to be a hero, 
many patients procrastinate and postpone their 
visit to the doctor because of the dread of the 
treatment. 

In these days major operations are perform- 
ed under local anesthesia to the great satisfac- 
tion of the patient as well as with avoidance of 
the risk of the general anesthetic. Why then 


Should local anesthesia be spared if the patients. 


can be made more comfortable and if by relax- 
ing them, the work is made easier? 

A number of drugs used for local anesthesia 
are more or less effective when injected sub- 
cutaneously. These drugs have also been used 
for surface anesthesia of mucous membrane, but 
as shown by Sollman, cocaine hydrochloride is 
by far the most effective. Neimann? isolated 
the alkaloid from the coca leaves as far back 
as 1860 but it was Carl Koller, an ophthalmolo- 
gist who demonstrated its anesthetic property in 
1884. Since that time cocaine has come into 
general use as a local anesthetic on mucous 
membranes as well as used by injection sub- 
cutaneously. As with all powerful drugs at 
first there were several accidents and a few 
fatalities. Mayer? injected morphine before or 


after cocaine in three frogs. The control frogs 
injected with cocaine alone survived while all of 
the morphine-cocaine animals died. He accepts 
this as evidence that morphine enhances the 
toxic action of cocaine. The custom of inject- 


*Read before the Urologic Section, New York Academy of Medi- 
cine, April 18, 1¥zs. 


ing morphine before using cocaine is dangerous, 

Calcium chloride, on the other hand, seems to 
inhibit the action of cocaine. A small dose of 
cocaine stimulates the frog’s heart while a large 
dose arrests its action, but calcium chloride 
starts it beating again. When calcium was 
given first, there was no toxic action. Further 
experience shows that while calcium salts ar. 
rest the action of cocaine, potassium salts ex. 
aggerate it. 

Fabray® relates a case in which he injected 10 
percent solution of calcium chloride dispelling 
the toxic condition arising in a nurse of 19 fol-' 
lowing the injection of 7 mg. of morphine and 
the application of a spray of 10 percent. cocaine- 
epinephrin mixture to the laryngeal mucosa and 
the painting of the tonsils and the palatine area 
with the same mixture in connection with ton- 
sillectomy. The calcium chloride was given 
very slowly intravenously. After 2 cc had been 
injected, a marked change for the better set in. 
The convulsions ceased, the rapid superficial 
breathing became slow and deep, and the rigid 
extremities relaxed. At the same time the pulse 
grew stronger. A total of 7 cc of the calcium 
chloride was injected in seven minutes. Convul- 
sions returned several times but the intervals 
became longer and the convulsions milder, yield- 
ing readily to the administration of camphor. 

It was Carl Mayer, of Basel, who first recom- 
mended calcium chloride in cocaine poisoning. 
Mayer emphasized. the need of great caution in 
order that none of the solution may be injected 
perivascularly, since severe infiltrations that 
heal very slowly may arise. _ 

Toxic Symptoms: The symptoms from mild and 
transient toxic action of cocaine are generally 
overlooked or are ascribed to the patient’s nerv- 
ousness but absorption of the drug may include 
vomiting, palpitation, dizziness, and sweating 
or collapse or even death.t All drugs of this 
type kill by simultaneous paralysis of the heart 
and respiratory center. The employment of ar- 


tificial respiration with intravenous injection of 


epinephrin is indicated so that the body has 2 
chance to eliminate the drug. It is to be fe 
membered, however, that serious intoxication 
has been seen in man following extremely small 
doses of local anesthetics suggesting the occas- 
ional existence or a marked degree of hypet- 
susceptibility and in such cases, doses that 
are relatively small as compared with the avet- 
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age dose commonly employed, may actually be 
several times the minimum that would be fatal 
in a particular individual, so that even the most 
effective resuscitation may fail under these cir- 
cumstances. 
Efficiency 

Ratio 


Percentage Efficiency of Anesthetics 


Cocaine and holocaine hydrochloride 
I 
Beta-eucaine hydrochloride 
Tropacocaine, alypin and quinine-urea 
hydrochloride 
Apothesine hydrochloride 
8 | 1/16 
Novocaine hydrochloride - 
10 1/20 
Antipyrine 


Efficiency of anesthetics in surface anesthesia. 
(Sollman). 


For anesthesia of the mucous membrane the 
relative efficiency is shown in the chart. The 
numbers at the left show the percentage needed 
to equal 0.5 cocaine hydrochloride. Alkalization 
increases the efficiency from two to four times. 
The solution of the anesthetic salts may there- 
fore be mixed with an equal solution of 0.5 per- 
cent sodium bicarbonate without loss of effi- 
ciency and with a saving of half the anesthetic. 
The mixture does not keep well and should be 
freshly made. The addition of epinephrin does 
not increase efficiency and is probably useless. 
The addition of the alkali serves no good pur- 
pose for infiltration, but markedly increases effi- 
ciency for use on a mucous membrane, with the 
exception of quinine-urea. If you have acci- 
dents or fatalities, they should be reported, so 
that there may be a better understanding of the 
cause of such accidents and also that they may 
be prevented. There is a Section on Therapeutic 
Research of the Council on Pharmacy and 
Chemistry of the A. M. A. which has undertaken 


a study of the accidents following local anes- 
thetics, 


In our office during the past ten years a co- 
caine solution has been used in the urethra pre- 
ceding over 50,000 examinations and treatments. 
There have been no fatalities or serious toxic 
symptoms. In 1898 I began using a 4% and 


8% solution of cocaine before passing instru- 
ments. Not having many patients the solution 
was often weeks old when finally used up. As I 
read reports of fatalities in the literature I was 
only too glad to turn to any substitute which 
would give satisfaction and at the same time be 
safe. 

Some years later Bransford Lewis suggested 
alypin. After giving it a trial it was discarded, 
because it did not give satisfactory anesthesia. 
Experience proved that freshly made, hot solu- 
tions of cocaine were more effective than the 
same strength in old solution. As the price of 
the drug increased, experimentation showed that 
a weaker solution would give the required anes- 
thesia. Then with the suggestion of Sollman, 
that alkalization of the solution increased its 
efficiency from two to four times I procured one 
grain sodium bicarbonate tablets which were 
dissolved with 1% grain cocaine tablets. These 
tablets dissolved in 30 minims of water make a 
4% solution, in two drams of water a 1% solu- 
tion, and in one-half ounce of water 0.5% solu- 
tion. An Ascepto half-ounce syringe has been 
found to be very conyenizat for administering 
the solution in the anterior and posterior ure- 
thra. One has much better control than when 
the plunger type is used. 

Previous to massage of the prostate a one- 
half percent. solution is all that is necessary to 
anesthetize the anterior and posterior urethra 
so that the bladder may be filled. I believe that 
a one-half percent solution, as I have suggested, 
will give satisfaction in a great majority of 
cases. For cystoscopic and endoscopic mani- 
pulations as well as the dilatation of tight stric- 
tures I find a one percent solution gives better 
results. The solution should be injected slowly 
and the urethra distended for at least a minute 
to insure a satisfactory anesthesia. This ques- 
tion may seem only of minor importance, but 
those who have been patients will fully appre- 
ciate it. 


504 ELectric BLpe. 
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SURGICAL DRAINAGE IN THE PERI- 
TONEAL CAVITY. 


The question of drainage is one that often 
puzzles the surgeon in operations for a consider- 
able variety of, especially, acute abdominal in- 
fections. It is doubtful whether even those of 
us who advocate the avoidance of drains in bor- 
derline cases always have the courage of their 
convictions or, to put it otherwise, it seems evi- 
dent that, on gross appearances alone, one may 
be quite undecided whether or not to close with- 
out an outlet; and so with most surgeons the 
rule has continued to govern “when in doubt, 
drain”. 

Such a rule is obviously not altogether satis- 
factory for, admittedly, the question is one of 
more than academic interest. It is general ex- 
perience that drains often prove not only unnec- 
essary but distinctly harmful; they sometimes 
cause serious or even fatal results and practical- 
ly always delay recovery. 

Three decades ago, when operating for appen- 
dicitis had its first great impetus, it was a com- 
mon practice to leave in large gauze packs to 
“wall off” the rest of the peritoneal cavity from 
the contaminated area, and very often a glass 
or rubber tube was inserted with the object of 
' “draining” the general cavity. But we have long 


since learned that the peritoneal cavity, as such, 
can not be drained by any simple opening—tike 
a bunghole in a barrel—nor, for that matter, by 
any number of drains. We have learned, too, 
that we can not successfully drain for any inad- 
vertent contamination of clean peritoneal surface 


- that may take place during an operation, whether 


the contamination be from the open gut or from 
contact with actual pus; the peritoneum itself is 
much better able to take care of any such threat 
of infection than will any drain, and probably 
better able without than with the drain. We 
know, too, that after a very short time, probably 
only a few hours in most cases, the drain be- 
comes closed off by exudate from the surround- 
ing intrazbdominal tissues and thereafter, 
whether it be of gauze or tubular, it can afford 
an outlet for fluids only from its further end; that 
is to say, it can then serve as a drain only when 
it leads into a cavity. It can, and should, thus be 
used to drain a collection of pus in the pelvis, in 
the colonic gutter or in any other cavity or wall- 
ed abscess, whether between intestinal coils or 
elsewhere. Where intestinal leakage is to be 
expected, as after resection of the sigmoid, it is 
imperative to insert drains, not of gauze but of 
rubber dam. These effect walling off of the peri- 
toneal cavity and lead escaping feces through 
the wound. When leakage of infectious ma- 
terial—as from a ruptured ulcer—has already 
taken place, and this has been sponged from the 
peritoneal surfaces at the operation, a drain will 
not serve to prevent the development of a peri- 
tonitis, and it is doubtful whether it will focalize 
it. Some surgeons, however, consider it wise, in 
such cases, to drain the lowest. point of the ab 
dominal cavity—the pelvis. Nor should a drain 
be needed on account of further possible leakase 
unless the surgeon feels that the closure of the 
perforation may not have been secure. 


A recognition of the limitations of drainage im 
posed by the physiology and mechanics of the 
peritoneal cavity, has thus been gradually lead- 
ing many surgeons away from the use of drains 
except in such conditions as above outlined. As 
an example of this tendency we quote from 4 
paper read before the Western Surgical Associa- 
tion by Cuthbert Powell of Denver (Colorado 
Medicine, June, 1923): 


My own practice for many years has been to close the 
abdomen without drainage in all cases after removal 0 
the focus of infection or the offending organ; the only 
exception being in those cases of late general peritonitis 
with the abdomen filled with pus under pressure. There 
is no question whatever but that my results both as ft 
gards morbidity and mortality have been better 
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during oe previous years when drains of various kinds 
re used. 
“iesivage, so-called, of the peritoneal cavity does not 
remove infection nor does it allow the escape of but a 
negligible amount of fluid present in the general peri- 
toneal cavity. On the other hand, the presence and pres- 
sure of drains undoubtedly militate against the recovery 
of the patient. Except in definitely localized and walled 
of abscesses, and possibly in those now fortunately rare 
late cases of general suppurative peritonitis, when the 


‘whole cavity is filled with pus under pressure,’ drainage 


js contraindicated. The surgeon’s duty has been per- 
formed when the focus of infection has been removed 
and the abdomen closed, in as short a time as is possible 
consistent with a proper technic and with a minimum of 
trauma and exposure of the peritoneum. * * * 

I wish to plead most strongly for a reversal of Tait’s 
old dictum, and advise that when in doubt—do not drain 
the peritoneal cavity. 


Powell contrasts the immediate and ultimate 
results of laparotomies in 122 drained and un- 
drained cases of pelvic inflammatory disease, 
both including instances of soiling, during opera- 
tion, by escaping pus. A comparison of results 
“impresses upon one most forcibly the futility 
and harmfulness of drainage’. Probably most 
of these pelvic infections were by the gonococcus. 
Nevertheless, in pronouncing his judgment con- 
cerning drainage for other abdominal conditions, 
Powell has support from the statistical studies 
and clinical observations of several general sur- 
geons. 

It is, perhaps, in cases of appendicitis that 
doubt concerning the desirability of drainage 
will most often plague the surgeon. When there 
is a frank abscess, or a collection of pus in the 
pelvis, it should be drained. What, however, of 
cases of gangrenous appendicitis without pus, of 
appendicitis with a small collection of cloudy 
serum, or with a larger accumulation of diffuse 
sero-pus? We believe that in these cases, after 
removal of all such fluid, closure may safely be 
made without drainage. In instances of accum- 
ulation of pus or sero-pus within the pelvis, how- 
ever, we still incline to the desirability of insert- 
ing a tube drain. Discussing drainage in appen- 
dicitis Rulison (Annals of Surgery, December, 
1919), said: 


If the peritoneal cavity be closed, one must feel rea- 
sonably certain that the residual infection will be taken 
care of without even the formation of a localized abscess. 
The infective status of the case must be determined from 
a consideration of the condition of visceral and parietal 
peritoneum, the omentum and the character of the exu- 

te present. Briefly, if the peritoneum over a consider- 
able area shows a definite disappearance of gloss or is 
covered by a fibrino-purulent exudate, and the free exu- 

te is odoriferous, indicating a decline in its bactericidal 
Properties, most surgeons decide upon intraperitoneal 
drainage. The condition of the appendix, if removable, 
18 of secondary importance. * * * The advisability 
of drainage in acute appendicitis with diffuse peritonitis 
18 often questioned. * * *Whether drainage from 
the general peritoneal cavity continues for an hour after 
9peration or for one or two days, it would seem advisable 
to afford the peritoneum whatever advantage drainage 
May give. 


Wilensky and Berg (Annals of Surgery, May, 
1923) state that perforative and gangrenous 
forms of appendicitis, with and without peritonitis, 
and thrombotic forms “practically always need 
to be drained.” Of cases of acute diffuse inflam- 
matory and suppurative forms, including so-call- 
ed empyemata, with and without peritoneal exu- 
date, many, they say, need to be drained and 
many frankly do not need to be, Between these 
two subgroups lies a borderline group, and they 
attempted to determine the question of drainage 
by rapidly staining smears made from the sur- 
face of the appendix and from the exudate, if any. 
They record 11 cases, some with peritoneal exu- 
dates, in ten of which no organisms were found 
in the smears and in one only an occasional or- 
ganism. These were satisfactorily closed with- 
out drainage, although. cultures from three of 
them developed numerous colonies (bac. coli and 
staphylococcus aureus). It seems to us at least 
likely that some of the cases from the other 
groups might have been safely closed without 
drainage, even though smears from a gangrenous 
appendix (without pus) show numerous bac- 
teria. It can not be accepted, we believe, that 
the mere presence of many organisms on an ap- 
pendix that is to be removed is sufficient reason 
for draining, unless there is also present an ac- 
cumulation of infected fluid that can be drained. 
It is always doubtful whether prophylactic drain- 
age of the peritoneum is possible and whether, 
except to provide for expected leakage, its at- 
tempt avails anything. 

Powell’s dictum “when in doubt do not drain” 
will, we believe, prevail when accumulating ex- 
perience supplies more definite standards. Mean- 
while the surgeon will often, perhaps quite wise- 
ly, hesitate to discard the safety-valve and, for 
his peace of mind, will probably continue, when 
seriously in doubt, to drain. 


THORACIC SURGERY. 


Not many years ago, when McBurney and the 
elder Fowler were performing appendicectomies, 
the operation was considered a major one, not 
only by the laity but also by physicians. The 


‘operation was not technically simple and, even 


in the hands of the very best surgeons of the 
time, it was attended by death in very nearly 
one third of the cases. Today the removal of 
an appendix is so simple a matter as to be con- 
sidered a toy upon which the young interne may 
cut his surgical wisdom teeth. Earlier, in less 
common operations, the conditions were even 
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worse. Ovariotomy, for example, was, at first, fully recorded and an effort made to evolve definite strategic 


approached with trepidation and attended with 
calamity. 

At present thoracic surgery is in its infancy. 
A few daring surgeons are bursting into the field 
with all the vigor and brilliance that character- 
ized the work of the other pioneers in surgery 
while the other members of medical society stand 
in the comfortable and conservative places and 
remark that they would never allow their pa- 
tients to undergo a lung resection for bronchiec- 
tasis or abscess or allow a resection of the 
esophagus for carcinoma because only a few sur- 
vive. Rather they would be content to let the 
miserable patients die under the influence of mor- 
phine with pain, emaciation, vomiting, fever, 
cough, purulent and bloody expectoration, or 
offensive odor. Operations upon the heart and 
thoracic vascular system and upon the mediasti- 
num are considered, to put it mildly, experi- 
mental. 

Indeed, it is freely granted that the mortality 
is high and the technical difficulties are great in 
thoracic surgery, and the human being gazes 
toward the great unknown with fear in his heart 
for what is obscure and shadowy, but a compari- 
son with the statistics of the early days of the 
operations at present not at all formidable, will 
give us renewed courage; it will make us realize 
that with improved knowledge in pathology, 
physiology, and technic, we must obtain satis- 
factory results in thoracic surgery. But, no mis- 
take, it is not the road for the tyro in surgery to 
travel, nor will it ever be, like an appendicec- 
tomy, for the fledgeling in surgery; but it is the 
course for the bold, experienced, well informed 
surgeon in whose hands, in time, the operative 
mortality will be reduced to the level of that of 
the more common operations. 


Book Reviews 


Practical Local Anesthesia and Its Surgical Technic. 
By Rosert Emmett Farr, M.D., F.A.C.S., Minneapolis, 
Minn. Octavo; 529 pages; 219 engravings and 16 
plates. Philadelphia and New York: Lea & Fesicer, 
1923. 

Farr has. done a real service in preparing this comprehen- 
sive, practical, precise and interesting work, describing the 
employment of all varieties of anesthesia by injection, except 
spinal. The book is written by a surgeon for surgeons, and 
its value is enhanced by the description not merely of the 
technics of local anesthesia, but also, in considerable detail, 
of the technics of the operations as they are to be conducted 
under local anesthesia. Numerous case reports are included 
to illustrate the problems in management that arise under 
various conditions. Thus the author emphasies the import- 
ance of what he refers to as “surgical strategy”. In this 
connection he says (p. 161) “Every failure has been care- 


methods * * * which would meet and overcome the ob. 
stacles which had made the call for general anesthesia neces. 
sary”, and (p. 162) * * * “it is significant that a care. 
ful review of our work has established the fact that con. 
comitant with improvement in the technic of inducing local 
anesthesia, as well as with the establishment of a surgical 
technic compatible with the demands, the necessity for pre. 
liminary medication and the necessity for resorting to 
mixed anesthesia has become less and less.” 

The work is divided into three parts. Part I discusses 
ill-effects and dangers of general narcoses; the various local 
anesthetics, their actions, by-effects and toxicity; the anes. 
thesia problem in general—the patient’s psyche and his atti- 
tude towards local anesthesia, relations of the hospital and 
the surgeon to the problem, preliminary narcotics, psycho- 
local anesthesia, etc. ; equipment and armamentarium; technic 
of the various modes of local and regional anesthesia, syner- 
gistic anesthesia, preparation of the patient, operating-room 
deportment, surgical technic in general as required by local 
anesthesia, etc.; and the anatomy of the sensory nervous sys- 
tem. Part Il describes the technics of local anesthesia and 
of the various operations outside the abdomen. Part III is 
devoted to local anesthesia in and operations upon the abdom- 
inal wall, the abdominal contents and the pelvis. 

In paper, typography and illustrations the book leaves 
nothing to be desired. Its text can be studied with interest 
and profit and referred to with assurance: of helpfulness and 
sound directions. 


Orthopedic Surgery. By Sir Rosert Jones, K.B.E., CB, 
F.A.C.S. (U. S. A.); Director of Orthopedic Surgery, 
St. Thomas’ Hospital; Lecturer on Orthopedic Surgery, 
Liverpool University; etc., and Ropert W. Lovett, 
M.D., F.A.C.S., John B. and Buckminster Brown Pro- 
fessor of Orthopedic Surgery in Harvard University; 
Member of the International Surgical Society; etc. 
Large octavo; 699 pages; 712 illustrations. New York: 
Woop CoMPANY, 1923. 

We have had works on orthopedic surgery from the pens 
of Jones and Lovett, each the dean of his specialty in his 
own country. A treatise born of their combined author- 
ship therefore arouses interest and not a little curiosity to 
see how the subject is approached and how large a field is 
covered. It will be found that the work represents a tran- 
sition from familiar orthopedic text-books that appeared up 
to the very recent period during which this specialty has 
been undergoing an expansive transformation. 

The authors state that the term “orthopedic surgery” is 
an unsatisfactory one. It is, for it means the surgery of de- 
formities, although it has come to include also the surgery 
of certain (often deforming) chronic affections of the 
joints and spine. As better describing the larger sphere 
into which progressive orthopedists are growing we repeat 
an earlier suggestion (see editorial, “Orthopedic Surgery”, 
the JourNAL, September, 1921), viz., that this specialty be 
called skeletal surgery; the study and management of. 
surgical diseases, injuries and malformations of the skeletal 
structures—bones, joints, bursae, muscles and tendons, am- 
putation stumps. We do not find, however, that this treatise 
is fully representative of this larger field of orthopedic or 
skeletal surgery. Thus there is no consideration of frac- 
tures, except a chapter of fifteen pages on malunited frac- 
tures; bone tumors are dismissed with less than ten pages; 
and there is no consideration of acute or chronic pyogenic 
osteomyelitis—all of them subjects that interest the modern 
orthopedic equally with the general surgeon, 

. The treatise is otherwise a very broad exposition of ortho- 
pedic surgery which “in its present status may be regard 
as including: * * * 1, Joints and their affections; 2 
bones and their affections (including ununited and maluni 
fractures) ; 3, disturbances of the neuro-muscular mechat- 
ism; 4, congenital deformities; 5, static and other acquir 
deformities; 6, the principles and details of apparatus”. In- 
stead of discussing the pathology, symptomatology, diagnosis 
and treatment of each affection, the various structures, 
joints especially, are studied as a whole. Their reactions t0 
various abnormal conditions are thus “considered, not 48 
separate entities, but as modifications of joint reactions 
general”. 
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We would take issue with the advise that in resistent cases 
of subacromial bursitis “the bursa should be dissected out 
as completely as possible”. Removal of bursal tissue is not 
necessary, and if any is removed it need be only the affected 

rtion, which is usually but a small part of the entire sac. 
Nor do we agree that a definite lime shadow in the roent- 

ogram in connection with marked symptoms is a definite 
indication for “removal of the bursa”. These lime deposits, 
the cause and anatomical relations of which are not de- 
gribed, are very commonly associated with subacromial bur- 
sitis, are sometimes found without any symptoms and even 
when there are acute and severe symptoms the deposits often 
become slowly absorbed. 

We have perused this book with real pleasure, and have 
learned much from it. It embodies the vast experience of 
two masters and presents, as only masters can, the principles 
and practice of orthopedic surgery in such a manner that 
when the student “faces a case of joint disease, for example, 
he will use the process of thinking, instead of the process 
of remembering”. 


Inflammation in Bones and Joints. By Leonarp W. E ty, 
M.D., Associate Professor of Surgery, Stanford Uni- 
versity. Octavo; 433 pages; 144 illustrations. Philadel- 
phia and London. J. B. Lipprncotr Company, 1923. 

For many years Ely has been painstakingly studying the 
pathology of affections of the bones and joints. By learn- 
ing the reactions to infections of the various tissues of the 
bones and joints he has classified—so far as possible—the 
inflammatory diseases of these structures according to their 
pathologic responses. Thus he distinguishes two great types 
of chronic arthritis. The first great type is characterized 
by proliferation of the synovia and marrow, followed by 
atrophy of bone and cartilage. The second great type is 
characterized by degeneration of synovia and marrow and 
hypertrophy of bone and cartilage. In the first group are 
tuberculosis, coccidiodal granuloma, syphilis, diplostrepto- 
coccic arthritis, progressive multiple arthritis and Still’s 
disease. Of the second type, variously called hypertrophic 
arthritis, degenerative arthritis, osteoarthritis, arthritis de- 
formans, metabolic arthritis, senile arthritis, Ely formerly 


regarded tooth infections as the focal origin. He now sug-, 


gests also intestinal organisms or possibly a protozoon (per- 
haps the amoeba histolytica). 

At an earlier stage in his studies (1913) Ely contributed 
to this JouRNAL a series of articles on Diseases of Bones 
and Joints, which were then published in book form. Much 
of that material is incorporated in this larger work, which 
he divides into eight sections. The first, General Considera- 
tions, describes the pathologic reactions of the various tis- 
sues of the bones and joints to infections and injuries. The 
second, Acute Osteomyelitis and Arthritis, considers various 
acute inflammations of bones and of joints, including typhoid 
and gonococcic osteomyelitis, rheumatism, traumatic arth- 
itis, suppurative arthritis, intermittent hydrarthrosis and 

ophiliac joints. Section three deals with various forms 
of Chronic Osteomyelitis, including ostitis fibrosa, Paget’s 
disease, syphilis, rickets. The next four sections describe 
the various affections in the two great types of chronic arth- 
itis, and the last section considers Arthritis Caused by De- 
velopmental Abnormalities—Legg’s (Perthe’s) disease, joint 
mice, Koehler disease, Osgood-Schlatter’s disease. 


Urgent Surgery. By Férix Leyars, Professeur Agrégé 4 
la Faculté de Médicine de Paris; Chirurgien de I’ 
HOpital Saint-Antoine ; Membre de la Société de Chirur- 
gie. Third English Edition Translated from the Eighth 
French Edition by Witi1am S. Dick, F.R.C.S., and 
Ernest Warp, M.A., M.D., F.R.C.S. Large Octavo; 
808 pages; 1086 illustrations; 20 plates. New York: 
Woop & ComPaAny, 1923. 

-Lejars’ “Chirurgie d’Urgence” has been before the pro- 

fession since 1899 and has appeared in German, English, 

Italian, Hungarian, Japanese, Spanish, and Russian, as well 

as French editions. 

surgery comparable with it—dealing, as it does, with all the 
ses and conditions, whether traumatic or otherwise, that 

May require prompt surgical intervention. A fresh English 

tion is therefore always welcome. The last, by the same 
translators, appeared in two volumes,during the early years 

of the war (1914-1915). 


We know of no work on emergency 


In this edition Lejars has incorporated the surgical ther- 
apy that grew out of the war, and thus we find the most ex- 
tensive revision in the section dealing with fractures, the 
management of extensive wounds of the soft parts, hemor- 
rhage and injuries to bloodvessels. Several new illustrations 
appear, excellent like the others. These are all reproduced 
from the French edition. As before, there are several full- 
page plates, but they serve no better than the smaller photo- 
graphs and drawings, 

We can add nothing to our praise of earlier editions. We 
can not refrain from repeating our single criticism—the 
work describes some operations that are not within the scope 
of emergency surgery, e. g., open reduction of fractures. 
We can not think of any condition that makes the open 
operation for fracture of the patella urgent. It must be 
borne in mind that the treatise was prepared not for the ex- 
perienced surgeon, but as a help for those of little opera- 
tive experience who may be called upon, unexpectedly, to 
deal with a grave surgical emergency, and for practitioners 
who, though secure from such possibility by reason of ‘the 
availability of surgical colleagues, ought nevertheless to have 
an understanding of the emergency surgical indications and 
management. 


Tonsillectomy by Means of the Alveolar Eminence of 
the Mandible and a Guillotine. With a Review of 
the Collateral Issues. By GreenrieLp Stuper, M.D., 
Fellow of the American College of Surgeons; Clinical 
Professor and Director of the Department of Rhin- 
ology, Laryngology and Otology, Washington Univer- 
sity School of Medicine, St. Louis, Mo. Octavo; 176 
pages; 90 illustrations. St. Louis: C. V. Mossy Com- 
PANY, 1923. 

Tonsillectomy by blunt guillotine devised by Sluder of St. 
Louis and, independently, by Whillis and Pybtis of New- 
castle, England, and known here as the Sluder operation, is 
unquestionably an important contribution to surgery—a 
method that is growing in popularity as its technic is being 
more generally learned. In the hands of those who have 
mastered it, the procedure is entirely satisfactory in the over- 
whelming majority of cases, 

In this attractive monograph, Sluder describes this technic 
very clearly and enunciates the anatomical principles upon 
which it is based. Leading up to this are chapters on De- 
velopment of Methods, Embryology (and blood supply), 
Physiology, and General Pathology (by Arthur W. Proetz), 
Indications for Tonsillectomy and Prognosis, (including 
considerations of tonsillitis, adenitis, focal infection, goiter, 
4-ray treatment, etc.) Appended is a chapter on Adenoidec- 
tomy by Direct Vision (by Dr. I. D. Kelley, Jr.) Sluder 
thus compares the four methods of tonsillectomy : 

“The ‘Sluder Technic’ has the advantage of perfect result, 
speed, little bleedings, nitrous oxid or local anesthesia, less- 
ened shock, performance by touch alone, little or least trau- 
ma and unnecessary destruction. 

“Dissecting and snaring offers reasonable speed, but rare- 
ly can be done under nitrous oxid. Local or ether anesthesia 
is usually needed. 

“Sharp knife dissection has more bleeding, the maximum 
of unnecessary tissue is often removed with it, it cannot be 
done under nitrous oxid, and it usually requires more time 
- = other methods.” [Contrast with the preference of 

arns. 

“Finger dissection may be decried if for no other reason 
than trauma.” 

This small monograph is richly illustrated, well printed 
and very readable. It is, of course, the most authoritative 
description of the Sluder operation. 


History of Magic and Experimental Science During the 
First Thirteen Centuries. By Lynn TuHorNDIKE, 
Ph.D., Professor of History in Western Reserve Uni- 
versity; Author of “The History of Mediaeval Europe.” 
In two large octavo volumes; 1858 pages. New York: 
THE Co., 1923. 

This history is the outgrowth of a suggestion made in 
1902 by Professor James Harvey Robinson to Professor 
Thorndike that the study of magic in mediaeval literature 
be made the subject of the thesis for the author’s master’s 
degree. The work has been in preparation ever since, and 
embodies the result of must research amongthe manuscripts 
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gathered in libraries and museums throughoutu Europe and 
America, 

Thorndike’s thesis is that the experimental scientific point 
of view and the point of view of magic were single in ori- 
gin. Magis, a philosophy of life, achieved an earlier high 
level of development, but with it, in the minds of many 
domineers of magical thought and practice, there was often 
a certain amount of modern experimental viewpoint. These 
two attitudes both being part of the daily mental exercise of 
the same person, were close related. Thorndike analyzes 
various characters whose lives have speckled thirteen cen- 
turies; through them, and in the face of the multitudes of 
world conditions that have risen and fallen, we see the peo- 


‘ ple, stimulated by the eternal curiosity about Nature, think- 


ing, experimenting, trying to perform miracles; we see many 


* who, in the effort to escape from reality, make! attempts like 


that of Pamphile, who tried to turn herself into an owl, 
this being the best way she could think of to fly far, far 
away. “But,” the author writes, “had an airplane been at 
hand, I fancy she would have had more confidence in it for 
purposes of flight.” Others hurl themselves into experi- 


mental or religious endeavor, in trying to flee the exigencies. 


of life. We see some aiming at the attainment of pure truth 
or pure beauty, and others striving for conceptions of beauty 
and truth fitted to human needs. We see the pains, efforts, 
and difficulties of life, the disappointments, the hopes and 
the joys that motivate us today, eruditely revealed in pano- 
ramic and dramatic form—down the ages. Through all, we 
find magic and science gradually drifting apart, and settling 
in the minds of different types of people. 

The physician will discover tales of materia medica that 
differs quite radically from the pharmacology of today, but 
which is not unrelated to it. 

The dissertation is very learned. Fortunately, it is written 
with a quality which is rarer than pure learning. Most of 
the erudition is cloaked in interesting human comment, and 
one is given many a vivid picture of the actual thinking of 
thought, and of the particular individuals who did the think- 
ing. There is much analysis of human motives for a large 
part of the text is on a biographical background, and a 
thoughtful, and often humorous, atmosphere pervades the 
two volumes. It is only through a most thorough and inti- 
mate knowledge of the subject and of the moving forces of 
mankind, that the author can dispense his information to the 
last detail, and yet in so fluent, free and fascinating a man- 
ner that the reading never grows tiresome. 

We recommend these volumes to those who, appreciating 
that science is a human activity that springs just as certain- 
ly from the physiology of man as the enjoyment of a play 
or the desire for enough money to buy sufficient food, are 
interested in the history of thought, the dynamics of man- 
kind, and the pursuit of happiness. 


Chirurgie Des Voies Biliaries. (Travaux de chirurgie, 5 
iéme Série). Par Henrt Hartmann, professeur de 
clinique chirurgicale, chirurgien de 1 Hdtel Dieu, mem- 
bre de I’ Académie de Médecine, membre de la So- 
ciété de Chirurgie. Avec la collaboration de Boprz, 
Havuterort, Petit-DuTAILLIs, RENAUD, ULRICH, VIREN- 
Que, I volume en 8 vo; 356 pages; 87 figures. Paris: 
Masson ET 1923. 


Particularly praiseworthy is this book because it has 
avoided extensive reference to the purely operative part and 
has dwelt upon the pathological, biological and physiological 
aspects of gall-bladder and gall duct surgery. There is no 
presentation of anything new either in operative technic or 
in experimental work, though much research along lines 
suggested by others has been done by Hartmann’s pupils. 
This emphasis in a surgical text-book upon the non-opera- 
tive elements of surgery is typically European and it is to be 
regretted that the example is not imitated in America. . 

There are chapters on the anatomy of the gall-bladder, 
the pathogenesis and clinical study of biliary lithiasis and 
the various forms of cholecystitis, the experimental results 
of ablation of the gall-bladder, the rare operations, and the 
post-operative end-results. (It may be surprising to men- 
tion that Hartmann’s follow-up showed an immediate 
symptomatic post-operative cure in only one-half the cases. ) 

The author has drawn from his pwn large experience, and 
has added to it the work of his pupils in the field of physi- 


ology, anatomy, and pathology ; many case records illustrate 
the various conditions described; bibliography and refer. 
ences to French and foreign work are profuse; the common 
and rare surgical conditions are enumerated in extenso, s9 
that this book will well serve as a complete manual of the 
operative and non-operative aspects of the surgery of the 
gall-bladder and gall ducts. 


Chirurgie Du Membre Inférieur. De Georces Lapey ¢ 
Jacques Leveur. 5 eme edition. 12 mo; 248 pages; 2% 
figures. Paris: Masson ET Cig, 1923. 


The new edition of this small manual—one of a series de- 
voted to operative technic—has been considerably recast, 
The numerous illustrations have been, most of them, re- 
drawn and are remarkably clear and quite instructive, even 
without the text. The latter is concise and describes each 
step in the various operations on the bones and joints (parts 
I and 2) and on tendons, veins and nerves (part 3) of the 
lower extremity. 


Addresses and Papers of the Dedication Ceremonies and 
Medical Conterence, Peking Union Medical Col- 
lege, September 15-22,-1921. Quarto; 416 pages; 
illustrated. Peking, China, 1922. 

This handsome volume is the bibliographic record of a 
great event in medical history, certainly of a great event 
in the history of medical education. It contains a brief 
account of ‘the Peking Union Medical College as recreated 
by the China Medical Board of the Rockefeller Founda- 
tion, pictures of exteriors and interiors of the new build- 
ings, the addresses delivered at their dedication in Sep- 
tember, 1921, the medical and surgical papers read, and the 
— held there during the week that these exercises oc- 
cupied, 


Béchamp or Pasteur? A Lost Chapter in the History 
of Biology. By E. Douctas Hume. Founded upon 
MS. by Montacue R. Leverson, M.D., (Baltimore), 
M.A., Ph.D. With a Foreword by S. Jupp Lewts, D.Sc., 
F. 1. C. Duodecimo; 295 pages. Chicago. Covici-Mc- 
Gee. London: Simpkin, MarsHALL, HAMILtToN, Kent 
& Co., 1923. 

The object of this book is to establish that the great bio- 

logic discoveries universally attributed to Pasteur : were pil- 
fered from his contemporary and rival, Pierre Jacques An- 
toine Béchamp, Professor of Medical Chemistry and Phar- 
macy at the University of Montpelier and afterwards at the 
University of Lille, whom Pasteur discredited and accused 
of plagiarism at the historic International Medical Congress 
in London in 1881. Says Hume (p. 199) “ * * * in regard 
to fermentation in general and vinous fermentation in par- 
ticular, as also in regard to silkworm diseases, it is impossi- 
ble to deny that Pasteur plagiarized Béchamp * * * we 
have seen that Pasteur’s experiments were insufficient to de- 
feat the theory of spontaneous generation * * * Bé- 
champ’s experiments and explanations alone seem to ac- 
count for phenomena that without them can only be ex- 
plained by heterogenesis.” Hume cites publications and re- 
ports, in parallel columns, to show that Béchamp not only 
antedated Pasteur, but had a clearer conception of the causes 
of fermentation and of silkworm diseases. He also quotes 
corespondence to show that Pasteur’s anti-anthrax vaccina- 
tion was a failure and that he deliberately made contradic- 
tory statements in an effort to explain away unsatisfactory 
results. Indeed, Pasteur is painted as self-seeking, sel f-ad- 
vertising, vainglorious, fauning, insincere, untruthful and 
tricky, intolerant and unsatisfactory in controversy and de- 
bate, exploiting the accomplishments of another to advance 
himself towards his ambitious goal. The whole structure of 
antirabic treatment is demolished with rapid strokes. Hume 
asserts that there was no evidence that the dog that bit 
Joseph Meister had rabies and there was good reason to be- 
lieve that Joseph was not infected. He quotes statistics to 
show that Pasteur’s treatment has not diminished the inci- 
dence of hydrophobia, and that deaths among those thus 
treated have been more numerous than among those untreat- 
ed. The author is, however, a pronounced antivaccinationist 
and the last chapters of his book are devoted to denunciation 
of all vaccinations, whether again: small-pox, typhoid, 
tetanus or other disease. 
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